Claims that motility disorders of the oesophagus are a common cause of pain' are probably overstated. A recent review estimated that the oesophageal chest pain industry in the United States was worth more than 300 million dollars a year.2 Investigating atypical chest pain is not a common task for the British gastroenterologist but what of the future? Do Americans with atypical chest pain benefit from all the investigations lavished upon them? This important question could only be answered with certainty by a randomised controlled trial in which one group of patients with atypical chest pain underwent treatment with the benefit of oesophageal investigation and the other group was treated empirically. What is the evidence that abnormal oesophageal motility causes chest pain?
To be certain that oesophageal motility disorders cause chest pain, pain and abnormal contractions need to be closely linked.3 Pain occurring with disordered motility must be the same as the presenting pain and abnormalities must be genuine departures from the normal range and not just artefacts of the method used. Resolution of the abnormality should be associated with improvement in pain and vice versa.34 Psychiatric disorders must be recognised because they can affect the perception and reporting of pain.5 Finally, to ensure that the frequency of the abnormality is not overestimated the patient population must be representative, otherwise inferences will not hold true in the general population.6 Thus, establishing the relationship between contractile activity and pain is a formidable task, compounded by the complexities of monitoring and measuring motility, the uncertainty of psychological assessment, and capricious referral patterns.
The relationship between motility and chest pain can be examined in three ways. First, with routine oesophageal manometry,7 where pain during manometry is unusual so that abnormalities of motility without pain only provide supportive evidence of a diagnosis. Second, to improve the sensitivity of the investigation various pharmacological agents (usually cholinergics) are injected to provoke changes in motility and pain. There are also specific factors about the patient which determine the pattern ofreferral and investigation. There is a tendency to assume that the severity of symptoms is the overriding factor. While this may be true for some patients, there are probably other factors not related to the severity of the presenting symptoms which lead to complaint and referral. The first and most obvious is the degree to which the patient is concerned about the symptom. Inappropriate concern, or neurosis, can be innate or secondary to external factors, such as a recent cardiac death of a friend. The neurotic is much more likely to complain than the stoic patient. Hence, it is no surprise that populations of patients with functional disorders have a higher rate of neurosis than control populations.2324 Other psychological disorders may enhance perception and reporting of symptoms as well as increase concern about them.2125 Furthermore, psychiatric and other physical symptoms can change the thresholds for seeking advice in a number of ways. First, although other symptoms may originate as the presenting complaint, they can be ignored or overlooked by the organically orientated doctor; second, they may enhance the apparent seriousness of the presenting complaint.
Faced with an apparently healthy patient, it is easy to focus on a specific symptom such as chest pain, while ignoring more nebulous ones whether or not they are psychological. 
